communication (% of times consulting services were notified upon patient arrival, % of times an ED attending to NICU attending conversation occurred), and 3) timeliness/effectiveness outcomes (adequate blood pressure control, and time to reversal of anticoagulation).
Study Objectives: Peer review (PR) evaluates performance and identifies areas of improvement among individual practitioners. Published literature describes some PR triggers, findings, and outcomes. The literature lacks robust pediatric or pediatric emergency medicine (PEM) benchmarks for comparison of case volumes and findings. We seek to describe a long-standing PEM PR program.
Methods: This study describes PEM PR in a large, academic freestanding children's hospital and includes satellite emergency departments (ED). The study period extends from 2010 to 2016. The PR process includes bimonthly committee meetings consisting of a PR specialist facilitating case reviews for a 6-provider PR committee. The Midas+ Solutions software (Tuscon, AZ) houses a custom database containing critical fields for each PR case including event date, triggers, findings, and relevant patient outcomes. The database was interrogated using simple statistics and a run chart was employed to depict results.
Results: During the study period, there were 681,823 ED visits with 1,116 cases triggered for PR (0.16%). The most common PR trigger accounting for 656 cases (58.8%) was "unplanned return to the ED within 48 hours requiring hospital admission." The next most common trigger was "clinical care complaints" (n¼108, 9.7%), followed by "patient mortality" (n¼106, 9.5%), with additional PR triggers shown in Figure 1 . The PR committee found an opportunity for improvement in documentation in 10.2% (n¼114) of cases, opportunity for improvement in clinical management in 26.2% (n¼292) of cases, and no identified opportunity for improvement in 45.8% (n¼511) cases. Five (n¼5, 0.5%) cases were found to have a significant deviation from the standard of care. The remaining cases (n¼194, 17.9%) were triaged out of PR committee bases on the preliminary case review. There was an increase in PR case review rates from a baseline of 0.14% PR rate to a 0.22% PR rate.
Conclusions: PR is an important aspect of performance review. The process is designed to ensure that providers consistently offer high quality patient care. This study demonstrates various triggers and outcomes for the PR process, with "unplanned return to the ED within 48 hours requiring hospital admission" being the most common trigger. An increase in PR case rates is also noted during the study period, perhaps representing cultural acceptance and trust of the PR process. We believe this study serves as comparative data for PR triggers and PR findings as PR processes mature in the field of PEM. Study Objectives: The intake physician model is increasingly implemented to combat crowding and long wait times in emergency departments (EDs). The intake physician briefly performs an assessment and may order labs, imaging, or medications, and even disposition the patient before they are placed in a main ED room. Prior studies have focused on the impact of this model on operational efficiency and patient experience but little work has evaluated the impact on quality of care or resource utilization. In our ED, an intake physician assesses self-arrival patients between the hours of 12:00 and 21:00 in an area referred to as CareStart (CS). This study examined differences in the rate of CT imaging and yield for significant pathology among patients presenting with abdominal pain between the 2 care models. We hypothesized that patients seen in CS would experience increased utilization of CT, thereby demonstrating lower yield.
Methods: This was a retrospective study at an urban, academic ED. Our initial inclusion criteria included all self-arrival adult patients (>18 years of age) presenting between 10/1/2016 and 1/31/2018 with a primary chief complaint of abdominal pain. Patients were identified electronically. We randomly selected 900 patients whose initial assessment was in the CS area and 900 patients who were initially assessed in the main ED. If a CT abdomen/pelvis was obtained, a trained reviewer performed chart review and determined the CT results as clinically significant if they led to inpatient admission, consult, or administration or prescription of targeted medications (ie, antibiotics). An experienced ED faculty performed secondary review on 50 cases to determine interrater reliability. Data was analyzed using STATA 15 © (College Station, TX).
Results: There was no difference in age (44. ) for patients never evaluated in CS (p<0.001). The rate of significant findings for CT scans ordered in CS was 52.9% (95% CI 47.2-58.6) compared to 50.5% (95% CI 45.6-55.4) for those seen primarily in the main ED (p¼0.53). Some of the patients seen in CS who did not initially get a CT did eventually have CT scans ordered by the ED team in the main treatment area (n¼143), but overall rates of imaging did not differ-48.7% (95% CI 45.4-51.9) if through CS at any point versus 45.1% (95% CI 41.8-48.4) for patients who never went through CS (p¼0.13 with no difference in clinically significant CT findings between groups-49.1% (95% CI 44.4-53.8) versus 50.5% (95% CI 45.6-55.4) (p¼0.68). Secondary review resulted in a Cohen's kappa value of 0.88.
Conclusions: Among patients presenting with abdominal pain, CT ordering rates by the CS physician were lower than rates by phyisicians in primary patient assessments in the main ED-with equivalent yield. Additionally, overall CT utilization for abdominal pain was not increased for patients seen in our intake physician model. These results suggest that experienced physicans are able to appropriately assess the need for imaging in a brief, rapid medical evaluation. This also suggests that a physician triage model does not lead to increased or inappropriate use of CTs for patients presenting with abdominal pain. Study Objectives: Accountable care organizations (ACOs) are increasing in number across the United States with the goal of providing value-based, high-quality care. Innovative health care initiatives will help facilitate this goal. The objective of this study was to describe the insured status of patients and cost of those who were enrolled in a pilot program in which patients were treated at home as an alternative to hospital admission for acute medical conditions.
Methods: This was a prospective cohort study conducted at a tertiary care university hospital's emergency department (ED) from March 15, 2016 through May 30, 2017. Included were patients > 18 years of age who met eligibility criteria for treatment at home for their acute condition as part of participation in a pilot program called Acute Care at Home (ACH). Part of eligibility for participation in this pilot program included a screen of the patient's insurance coverage to ensure that insurance coverage for home health would be allocated to the patient. The primary insurance billed for home health services among included patients was used for analysis. Descriptive statistics of the enrolled patients' insurance status is reported.
Results: During the defined time period, a total of 70 patients were enrolled in the ACH program. The most common diagnoses were cellulitis (48.6%) and pneumonia (17.1%). Thirty-two (45.7%) patients were female and 52 (74.3%) were age 65 or older. A total of 53 (75.7%) patients' home health care was insured by Medicare. Another 15 (21.4%) were insured by a commercial plan and 2 (2.9) were insured as part of the state's Medicaid program. Overall, the average cost for ACH care including ED facility charges, professional fees, and home health care was $3,360 and ranged from $1088 to $7,381. This is significantly lower than the average cost of inpatients services for cellulitis and pneumonia ($15,929 and $15,262, respectively) .
Conclusions: Offering home health care for patients with acute conditions as an alternative to hospital admission may be a value-based consideration to offer as part of a ACO, particularly a Medicare ACO, given the number of patients in this project who were insured by Medicare. Further comparison analysis of any cost-savings incurred as a result of alternatives to admission is needed. Study Objectives: Patient satisfaction scores are increasingly used to evaluate emergency physician performance; however, their validity has been controversial. We sought to evaluate the validity of a novel, real-time, emergency department (ED) specific patient satisfaction measurement tool, Close the Loop (CTL), to other available methods.
Methods: CTL utilizes a commercially available Internet survey platform (SurveyMonkey, San Mateo, CA) to deliver a 13-question survey directly mirroring other market solutions tracking patient satisfaction. It requires 10.3 min to complete (+/-SD 5.5 min). Between November 11, 2017 to February 12, 2018 patients discharged from the ED of a tertiary, academic medical center was approached by research assistants and asked to enroll by participating in the CTL survey. Consenting subjects were left alone to record their answers anonymously on a provided electronic tablet. Demographic data was also collected to compare sampling methods. Two tailed T-test was used to compare results of CTL with commercially acquired institutional patient satisfaction data over the same period ([PG] Press Ganey Associates, Boston, MA).
Results: During the 94-day study period 18,339 ED patients were treated with 798 responding to CTL (21 refused) and 346 to PG mailed surveys. There was no significant difference in mean age (42.5 years), sex (56% female), distribution of race (39% Caucasian, 56% African-American, 4% Latino, 1% other), time of day (56% 7a-7p, 44% 7p-7a), or day of week of patient visit in either sample. With the exception of "Would you recommend this ED?" CTL returned 10.75% (95% CI 3.73-17.77% pvalue 0.0009) to 39.25% (95% CI 31.0%-47.50% p < 0.0001) higher mean patient satisfaction scores across all questions.
Conclusions: In this single site pilot investigation, patient satisfaction appears to be dependent upon sampling method with significant differences occurring between EDspecific, real-time patient satisfaction surveying and other commercial options. Caution should be used when characterizing emergency physician performance with patient satisfaction scores. Study Objectives: Making the case for investments to improve emergency department (ED) throughput and outcome measures can be difficult due to financial considerations as well as institutional history and culture. Our goal was to show that significant return on investment (ROI) exists for rural Critical Access Hospitals (CAH) to improve ED patient flow by reducing the number of patients who leave without being seen (LWOBs). We analyzed the impact on the number of LWOBS after the transition from a traditional nurse triage model to a direct to room parallel process patient flow strategy in a rural CAH ED in Minnesota.
Methods: Prospective observational design. Setting: Rural CAH ED with average annual volume of 10,000-11,000 visits. Population: Consecutive ED patients in the year prior to transitioning to enhanced front end patient flow, 4/1/ 2015 to 3/31/2016, and the year post implementation, 4/1/16 to 3/31/17. Protocol: In April of 2016, the new processes consisted of changing from a traditional ED triage model to a direct-to-room placement model with parallel processes. The transition to the new processes included the addition of a second registrar to perform bedside registration. From the electronic medical record, we computed the percentage of LWOBS pre and post implementation and calculated the difference along with the 95% confidence interval.
Results: There were 21,875 patients in the database over the 2 years. The percentage of LWOBS in the first year was 3.4% and the second post implementation year was 0.1%. The difference was 3.3% (95% CI 2.9%-3.7%). This represents 368 more patients seen in the post implementation year compared to the year prior.
Conclusions: The implementation of enhanced front end patient care processes, including investment in an additional registrar, yielded many more patients being seen who previously were LWOBs in a low volume rural CAH. This resulted in significant financial ROI as well as more timely and likely better care.
